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National Action Week for the 
Bone and Joint Decade — 
October 12-20, 2006 


National Action Week for the Bone and Joint Decade, 
a global, multidisciplinary initiative promoting the care 
of persons with bone and joint disorders, is being 
observed October 12-20. This initiative focuses on 
improving quality of life and advancing the understand- 
ing and treatment of musculoskeletal conditions through 
research, prevention, and education. CDC, the National 
Institutes of Health, the World Health Organization, and 
the United Nations are among the governmental and non- 
governmental organizations supporting this initiative. In 
2002, the United States officially proclaimed the years 
2002-2011 as the National Bone and Joint Decade. 

Bone and joint disorders are the leading causes of dis- 
ability in the United States (/) and impose substantial 
burdens on the health-care system and society (2). The 
United States Bone and Joint Decade organization is com- 
mitted to raising awareness of the growing burden of 
musculoskeletal conditions and promoting their preven- 
tion, advancing research, and improving diagnosis and 
treatment. This week, two education programs will be 
inaugurated by the U.S. group: Straighten Up America 
and Joint Health and Arthritis. Additional information 
regarding the United States Bone and Joint Decade is avail- 
able at http://www.usbjd.org and regarding the national 
action week is available at http://www.usbjd.org/rd/?naw. 
Information about activities worldwide is available at 
http://www.boneandjointdecade.org. 
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Prevalence of Doctor-Diagnosed 
Arthritis and Arthritis-Attributable 
Activity Limitation — United States, 

2003-2005 


Arthritis is highly prevalent among U.S. adults, the leading 
cause of disability (/), and associated with substantial activity 
limitation, work disability, reduced quality of life, and high 
health-care costs (2-4). As the population ages, arthritis is 
expected to affect an estimated 67 million adults in the United 
States by 2030 (5). This report updates estimates of the 
national prevalence of doctor-diagnosed arthritis and arthritis- 
attributable activity limitation in the adult U.S. population, 
using data from the National Health Interview Survey (NHIS) 
for 2003-2005. The findings indicated that an estimated 
21.6% of the adult U.S. population (46.4 million persons) 
had doctor-diagnosed arthritis, and 8.3% (17.4 million) had 
arthritis-attributable activity limitations. Public and private 
health agencies should promote measures to increase the 
availability of evidence-based arthritis prevention and 


management interventions. 
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NHIS is an annual, household-based survey of a represen- 
tative sample of the U.S. civilian, noninstitutionalized popu- 
lation, using in-person interviews. This study used the sample 
adult core component of the NHIS survey, which collects 
information on adults aged >18 years residing in selected 
households. In 2003, 2004, and 2005, the sample sizes were 
30,852, 31,326, and 31,428, respectively, for the adult core 
component, and the final response rates were 74.2%, 72.5%, 
and 69.0%, respectively. Respondents were defined as having 
doctor-diagnosed arthritis if they answered “yes” to the ques- 
tion, “Have you ever been told by a doctor or other health 
professional that you have some form of arthritis, rheumatoid 
arthritis, gout, lupus, or fibromyalgia?” Those who answered 
“yes” were asked, “Are you limited in any way in any of your 
usual activities because of arthritis or joint symptoms?” 
Persons responding ‘y es” to both questions were defined as 
having an arthritis-attributable activity limitation. 

For this study, prevalence estimates are presented overall and 
by sex, age group, race/ethnicity, education level, body mass 
index (BMI)* category, and physical activity level. Physical 
activity level of respondents was determined from six ques- 
tions that asked about frequency and duration of participa- 
tion in leisure-time activities of moderate and vigorous 
intensity; those reporting no participation in such activities 
were classified as inactive, and all others as active. Estimates 
were calculated by using combined data from 2003-2005 and 
applying an annual average weighting; 95% confidence inter 
vals (CIs) were calculated using sample design factors and sta 
tistical software to account for the multistage probability 
sample. To facilitate comparisons between demographic sub 
groups, estimates were age adjusted to the standard 2000 U.S 
population (6). All differences noted in this report are statisti 
cally significant (p<0.05) with nonoverlapping 95% Cls. 

In unadjusted analyses for 2003-2005 (Table), the preva 
lence of doctor-diagnosed arthritis among adults was estimated 
at 21.6%, or 46.4 million persons. Prevalence was higher 
among women (25.4%) compared with men (17.6%), older 
age groups (50% for persons aged >65 years and 29.3% for 
persons aged +5—64 years) compared with younger age groups 
(7.9% for persons aged 1 8—44 years), and non-Hispanic whites 
(24.3%) compared with non-Hispanic blacks (19.2 and 
Hispanics (11.4%). Prevalence also was higher among those 
who were obese (31.6%) or overweight (21.7% compared 


with those who were normal weight or underweight (16.3 





*BMI was calculated 


gent 24.9; overwe 
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TABLE. Unadjusted and age-adjusted* estimates of the prevalence of doctor-diagnosed arthritis and arthritis-attributable activity 
limitationst among adults aged >18 years, by selected characteristics — National Health Interview Survey, United States, 2003-2005 





Proportion with 
arthritis-attributable 
activity limitation among those 
with doctor-diagnosed arthritis 
Unadjusted Age adjusted 
(95% Cl) % (95% Cl) % (95% Cl) 


Adult population prevalence 
Doctor-diagnosed arthritis Arthritis-attributable activity limitation 
(46.4 million persons) (17.4 million persons) 
Unadjusted Age adjusted Unadjusted Age adjusted 
% (95% Cl) % (95% Cl) % (95% Cl) % 

















Characteristic 





Sex 
Men 
Women 
Age (yrs) 
18-44 
45-64 
>65 


Race/Ethnicity 
White, non-Hispanic 
Black, non-Hispanic 


Hispanic 


Other non-Hispanic 


Education 


Did not graduate from high school 
High school graduate or more 


17.6 
25.4 


(+0.5) 
(+0.6) 


18.1 
24.4 


(+0.5) 
(+0.5) 


7.9 
29.3 
50.0 


(+0.3) 
(+0.7) 
(+0.9) 

22.6 (+0.4) 
(+0.9) 
(+0.8) 


(+0.5) 


(+0.8) 
(+0.4) 


Body mass index (BMI") 


Underweight/Normal weight 


Overweight 
Obese 


(+0.5) 
(+0.5) 
(+0.7) 


6.4 
10.0 


(+0.3) 
(+0.3) 


(+0.2) 
(+0.5) 
(+0.7) 


(+0.3) 
(+0.6) 
(+0.4) 
(+0.8) 


(+0.6) 
(+0.2) 


(+0.3) 
(+0.3) 
(+0.6) 


6.6 
9.7 


(+0.4) 
(+0.3) 


(+0.3) 
(+0.6) 
(+0.6) 
(+1.0) 


(+0.6) 
(+0.2) 


(+0.3) 
(+0.3) 
(+0.6) 


36.6 
40.1 


33.9 


35.0 
46.4 


(+1.4) 
(+1.0) 


(+1.8) 
(+1.4) 
(+1.3) 


(+0.9) 
(+2.4) 
(+2.7) 
(+4.6) 


(+1.6) 
(+0.9) 


(+1.4) 
(+1.3) 
(+1.6) 


35.2 
37.5 


35.0 
43.4 
42.3 
40.0 


49.3 
34.5 


32.4 
33.4 
43.2 


(+1.6) 
(+1.3) 


(+1.2) 
(+3.1) 
(+3.2) 
(+5.3) 


(+3.0) 
(+1.1) 


(+1.8) 
(+1.8) 
(+1.9) 


Physical activity level 
Inactive 


0 (+06 
Active 19.5 (+0.5) 


Total 21.6 (+0.4) (+0.4) 


8. 


(+0.5) 
(+0.3) 
3 (+0.2) 


11.7 
6.6 
8.3 


(+0.4) 
(+0.3) 


(+0.2) 


(+1.3) 
(+1.0) 


(+0.8) 


52.6 
31.3 
38.8 


49.8 
29.9 


36.6 


(+2.1) 
(+1.2) 
(+1.0) 





djusted to 


Doctor-diagnosed arthritis was defined as those answering “yes” to the question 


the projected 2000 population aged >18 years by three age groups: 18-44 years, 45-64 years, and >65 years 


Have you ever been told by a doctor or other health professional that you 


have some form of arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia?” Those who answered “yes” were asked, “Are you limited in any way in any of 


your usual activities because of arthritis or 
activity limi 
Confidence inte 


« 
BMI weight g) / height (r ) Underweight/normal 


tation 
tallO 


weight. <24.9: ov 
| rs ) 
and among those who were physically inactive (25.0%) com- 


\fter 


all of these differences (except among age 


> 


pared with those who were physically active (19.5%). 


adjustment for age, 
] 


slightly 


eroups) were 


attenuated but remained significant, with 


t 


the exception of differences between non-Hispanics whites 
22.6 and non-Hispanic blacks (21.4 
Unadjusted analvses for arthritis-attributable activity limi- 


1.) ] | 


tation among adults indicated an estimated overall prevalence 


+ million persons, with differences among 
j 


similar to those for doctor-diagnosed arthri 


1c exception was a similar prevalence for non 


8.8 and non-Hispanic whites (8.9%). 
yses identified differences among groups that 
except that prevalence 


_ 1 
significantly exceeded 


rweight 


oint symptoms?” Persons responding “yes” to both questions were defined as having an arthritis-attributable 


25.0—29.9: and obese, >30.0 
In unadjusted analyses of all adults reporting arthritis, 38.8% 
reported arthritis-attributable activity limitation (Table). Pro- 
portions were significantly higher among women (40.1%) 
compared with men (36.6%) and among non-Hispanic blacks 
+5.7%) and Hispanics (43.8%) compared with non-Hispanic 
whites (37.4%). Persons with arthritis and activity limitations 


also were more likely to have less than a high school educa- 


tion (50.6% versus 36.1%) or to be obese (46.4% versus 34.3% 
, 


underweight/normal weight) or physically inactive (52.6% 
versus 31.3%). Age-adjusted analyses eliminated the signifi- 
cant difference between men and women, but did not other- 
wise change the results. 

Reported by: ] Hootman, PhD, J] Bolen, PhD, C Helmick, MD, 
G Lanemaid, Div of Adult and Community Health, National Cente 


for Chronic Disease Prevention and Health Promotion, CDC. 
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Editorial Note: The findings in this report indicate that 21.6% 
(46.4 million) of U.S. adults reported doctor-diagnosed 
arthritis, and 8.3% (17.4 million) reported arthritis- 
attributable activity limitation during 2003-2005. This rep- 
resents an increase from 2002, when an estimated 20.8% (42.7 
million) reported doctor-diagnosed arthritis and 7.8% (16.0 
million) reported arthritis-attributable activity limitation (2). 
The increase in both the prevalence of doctor-diagnosed 
arthritis and arthritis-attributable activity limitation is 
consistent with future projections, largely based on the aging 
of the population (5). However, in 2003, the NHIS 
transitioned to a weighting structure based on the 2000 U.S. 


Census population; therefore, interpretation of this increased 


prevalence should be made with caution. Additional years of 


data are needed to determine whether these growth trends 
will be lasting. 

Disparities exist with regard to arthritis and activity limita- 
tions. Women, older adults, persons with little education, or 
those who are obese, overweight, or physically inactive are 
more likely affected. In unadjusted analyses, doctor-diagnosed 
arthritis was less prevalent among non-Hispanic blacks and 
Hispanics than among non-Hisipanic whites; however, both 
groups reported greater proportions of persons with arthritis- 
attributable activity limitation. 

In contrast to previous estimates of arthritis prevalence based 
on | year of data, prevalences for a 3-year period were used to 
reduce the year-to-year fluctuation that can result from smaller 
sample sizes from a single year. This approach might provide 
more reliable estimates, especially for smaller groups such as 
certain racial/ethnic populations and older adults. 

lhe findings in this report are subject to at least three limi- 
tations. First, doctor-diagnosed arthritis was self-reported and 
not confirmed by a health-care professional, although self- 
report of arthritis has been determined valid for surveillance 
purposes (7). Second, the cross-sectional study design does 
permit determining the temporal sequence of arthritis onset 
and selected characteristics (e.g., obesity or physical inactiv- 
ity). However, other studies have identified excess body weight 
as a risk factor for incident osteoarthritis, the most common 
type of arthritis, and physical activity has been determined to 
prevent or delay onset of functional limitation and disability 
among adults with osteoarthritis (8). Finally, certain factors 
that might contribute to differences in arthritis prevalence (e.g., 
history of joint injury or comorbid conditions such as cardio- 
vascular disease, diabetes, or depression) were not analyzed. 

Population-based national surveillance of arthritis prevalence 
and associated effects such as arthritis-attributable activity limi- 
tation are important to identify groups at greatest risk, target 


interventions, and measure progress toward achieving national 


health objectives (9). Currently, the CDC Arthritis Program 
is focusing on expanding the availability of evidence-based 
physical-activity and self-management interventions proven 
to reduce pain and improve function among adults with 
arthritis. Such interventions include those related to safe physi- 
cal activity for persons with arthritis (e.g., Arthritis 
Foundation’s Exercise Program, Arthritis Foundation’s Aquatics 
Program, and EnhanceFitness) and self-management educa- 
tion (e.g., Arthritis Foundation’s Self-Help Course and the 
Chronic Disease Self-Management Program). In addition, the 
CDC Arthritis Program is working with 35 state health 
department programs and various local chapters of the 
Arthritis Foundation to disseminate a health communications 
campaign designed to promote greater physical activity among 
adults with arthritis. The campaign, “Physical Activity. The 
Arthritis Pain Reliever,” was developed to target an audience 
of low-income men and women aged >45 years with arthritis. 
A similar campaign targeted to Spanish-speaking adults, 
“Buenos Dias Artritis,” is being developed and tested." Fur- 
ther research is needed to investigate possible underlying rea- 
sons for the differences among groups in arthritis prevalence 
and activity limitation and to develop more targeted solutions 
to improve the quality of life for all adults with arthritis, 
particularly among those most affected. 
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Update on Vaccine-Derived 
Polioviruses 


In 1988, the World Health Assembly resolved to eradicate 
polio worldwide. The Global Polio Eradication Initiative (PEI) 
of the World Health Organization (WHO) has led to a 
decline in global polio incidence, from an estimated 350,000 
cases in 1988 to fewer than 2,000 reported cases in 2005, and 
polio remains endemic to only four countries (Afghanistan, 
India, Nigeria, and Pakistan) (/). However, two additional 
obstacles to global eradication involve vaccine-derived polio- 
viruses (VDPVs). Polio outbreaks continue to be associated 
with circulating vaccine-derived polioviruses (CVDPVs) in 
areas with low oral poliovirus vaccine (OPV) coverage. In 
addition, long-term excretion of neurovirulent immunodefi- 
ciency-associated vaccine-derived polioviruses (iVDPVs) can 
lead to poliovirus spread to contacts. Overcoming these 
obstacles is challenging. High rates of OPV coverage will pre- 
vent all poliovirus spread, including spread of VDPVs, but 
will not prevent establishment of prolonged VDPV infections 
in certain persons with B-cell immunodeficiencies (i.e., hav- 
ing defects in antibody production). Inevitable gaps in vacci- 
nation coverage will give rise to CVDPVs as long as OPV use 
continues. This report updates a previous report on VDPVs 
and describes the potential implications of VDPVs in the 
final stages of global polio eradication (2). The findings 


underscore the critical need to strengthen strategies to 


prevent emergence of VDPVs and to stop all OPV use once 


wild polioy iruses (WPVs) are eradicated (2-5). 


Biologic Properties of VDPVs 

Che critical biologic properties of VDPVs are their capacity 
to cause paralytic polio in humans and their potential or dem- 
onstrated capacity for sustained circulation. VDPVs have lost 
key attenuating mutations and resemble WPVs biologically (2). 
All known cVDPVs (except those from China) (Table 1), but 
no iVDPVs, are recombinants with nonstructural protein 
sequences derived from species C enteroviruses, a property 
associated with poliovirus circulation (2). Most VDPVs are 
antigenic variants of the Sabin strains, but antigenic evolu- 
tion appears to be faster in 1VDPVs than in cVDPVs. Unlike 
cVDPV isolates, iVDPV isolates commonly contain mixed 
VDPV populations. These biologic distinctions (and the dif- 
fering conditions favoring iVDPV and cVDPV emergence) 
have helped in recognition of the likely origins of many 


ambiguous VDPVs (aVDPVs) (2). 


Categories of VDPVs 

VDPVs differ from the majority of vaccine-related isolates 
by having genetic properties consistent with prolonged repli- 
cation or transmission. Because poliovirus genomes evolve at 


a rate of approximately 1% per year, vaccine-related isolates 


TABLE 1. Outbreaks of circulating vaccine-derived polioviruses (CVDPVs) — worldwide, 1988-2006 





Reported 
no. of 
polio cases 


Location Years 


No. of 
clinical 
isolates 


(% VP1 
divergence 
from 


strain) enteroviruses* 


Routine 
vaccination coverage 
with 3 doses of 
oral polio vaccine (OPV) 


Estimated 
duration of 
circulation 


Recombination 
with species C 





1988-1993 
2000-2001 
2000-2001 

2001 


2002 


30 
8 
13 


Egypt! 2 
Haitis 1 
Dominican Republics 1 
Philippines 

Madagascar"** 


China 


Madagascar 
= So 


2004 
2005 

2005 
2005-2006 


inaonesia 


Cambodia 


Serotype Sabin 
y 30 (4 


8 (1 
13 (1 


4(3 


3 (1 


0 
9- 
1 
5 
0- 


C 


0) Yes 
Yes 


Yes 


10.0 yrs 
2.5 yrs 
>0.5 yr 
2.5 yrs 
2.5 yrs 
1.0 yr 
1.0 yr 
2.0 yrs 
>1.0 yr 


Reported high 

<30% nationwide 

<30% around most cases 
OPV shortage previous 2 yrs 
<50°% nationwide 

<50% around cases 

<50% nationwide 

<40% in Madura 

<50% around cases 


oO © 


Yes 


2 
2 
3 
3 


Yes 

No 
Yes 
Yes 
Yes 


OOMONnN OO UI 





* All cVDPV isolates except those from China were vaccine/nonvaccine recombinants 
' Inferred retrospectively from sequence studies of stored isolates. Not investigated in the field 


Common 


in 2001, an 


MMi init 
ut 


unrelated type 2 ambiguous VDPV isolate (1 
n Madagascar 


** VDPVs were 


2002 in 


solated from four poli 


r the oiith 
une tne it 


reak area) 
n Gui 
cases reported since publication of previous report (2) 


»n Madura Island off co 


Localized outbreak znou province 
New 


+ ~F —$ | ~ 
LOCcAalIZ utbreak ast of Java 


outbreak. In 2000, cVDPV spread from Haiti to the Dominican Republic 
VP1 divergence) was obtained from a patient with acute flaccid 


paralysis in a separate 


polio patients (March-April 2002) and from two healthy children (from a stool survey of 316 healthy children conducted in 
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that differ from the corresponding OPV strain by more than 
1% of nucleotide positions (usually determined by sequenc- 
ing the genomic region encoding the major viral surface pro- 
tein, VP1) are estimated to have replicated for at least 1 year 
after administration of an OPV dose, substantially longer than 
the normal period of vaccine virus replication of 4—6 weeks. 
Polio irus isolates are div ided into three categories, identified 
by the extent of VP1 nucleotide sequence divergence from 
the corresponding Sabin OPV strain: 1) OPV-like viruses 

1% divergent), 2) VDPVs (1%—15% divergent), and 3) 
WPVs (>15% divergent) (2). VDPVs are further divided into 
1) iVDPVs isolated from persons with primary immunodefi- 
ciencies who have prolonged VDPYV infections after exposure 
to OPV, 2) cVDPVs that emerge in communities with inad- 
equate OPV coverage, and 3) aVDPVs, which are clinical iso- 
lates from persons with no known immunodeficiency and 
environmental isolates whose ultimate source has not been 


identified (2). 


iVDPVs 


\ small proportion of immunodeficient persons exposed to 
OPV have excreted iVDPV over prolonged periods (>6 
months). WHO maintains an iVDPV registry; since the in- 
troduction of OPV in 1961-1962, only 30 persons 
excreting iVDPVs have been identified. Persons with primary 
B-cell immunodeficiencies, but not persons with T-cell 
immunodeficiencies (e.g., from human immunodeficiency 
virus infection), are at risk for iVDPV infections (6). Approxi- 
mately 70% of iVDPV infections have spontaneously ceased 
within 3 years of exposure to OPV, or the patients have died 
from complications of their immunodeficiency. Five persons 
excreted virus for 3-8 years, and in three persons, the dura- 
tion of excretion exceeded 9 years (Table 2). Eighteen (60%) 
documented iVDPV infections were associated with type 2 
poliovirus infection, eight (27%) with type 1, one (3%) with 
type 3, and three (9%) with mixed infections (Table 2, Figure). 
Che first reports of iVDPVs came from high-income coun- 
tries (e.g., the United States, countries of Western Europe, 
and Japan) but recent reports of iVDPVs include middle- 
income countries (Table 2). No iVDPVs have been reported 
from low-income countries, where survival rates for persons 
with B-cell immunodeficiencies are low (7). Exposure usually 
is from receipt of OPV, but three of the known iVDPV infec- 


tions occurred in unimmunized persons (Table 2). Strategies 


for resolving iVDPV infections are needed, both because of 


the risk for paralytic disease to infected persons and the risk 


for transmission to the wider community. No antiviral drug 


that has been shown to resolve iVDPV infections is currently 


available. However, new antiviral drugs broadly effective 


against VDPVs are under development (8). 


cVDPVs 

VDPVs do not circulate when high vaccination coverage 
leads to high population immunity. However, low vaccina- 
tion coverage increases the proportion of nonimmune per- 
sons in a population; this increases the potential for VDPVs 
to circulate. Under circumstances of low vaccination cover- 
age, CVDPVs have produced several localized polio outbreaks. 
Eight independent outbreaks (i.e., two or more polio cases) 
in eight countries have been associated with cVDPVs (Table 1, 
Figure). The largest documented outbreak (46 polio cases) 
occurred on the Indonesian island of Madura. Genetic stud- 
ies on stored isolates suggest that a type 2 cVDPV circulated 
endemically in Egypt for 10 years (approximately from 1983 
to 1993) and probably caused more polio cases than were 
reported (2). Outbreaks of cVDPVs have been associated with 
all three poliovirus serotypes. Two independent type 2 cVDPV 
outbreaks occurred in Madagascar in 2002 and 2005 (2), 
possibly signaling a higher potential for the emergence of type 


2 cVDPVs. 


aVDPVs 


aVDPVs are VDPYV isolates that cannot be clearly assigned 
to either of the other two well-defined categories. They have 
been isolated from paralyzed persons with no evidence of 
additional paralyzed VDPV-infected persons among house- 
hold or community contacts. Highly divergent (>12% VP1 
nucleotide divergence) aVDPVs also have been isolated from 
sewage in Estonia, Israel, and Slovakia. The sewage isolates 
have similar genetic and antigenic properties as iVDPVs, but 
measures to identify the infected persons have been unsuc- 
cessful. In 1966, aVDPVs were found in Belarus after local 
suspension of OPV use; in 1999, they were found in Russia 
among children in orphanages (2). A growing number of 
aVDPVs having VP1 sequence divergence slightly above 1% 
have been found by the Global Polio Laboratory Network. 

Limited person-to-person transmission for certain aVDPVs 
has occurred. In 2005, a type 3 aVDPV was isolated from one 
polio patient and seven nonparalyzed contacts in Madagas- 
car. Similarly, a type 1 VDPV was isolated from one patient 
and seven contacts in Romania in 2002, a type 2 VDPV was 
isolated from one patient and two contacts in Laos in 2004 
(2), a type 1 VDPV was isolated from an unimmunized 
severe combined immunodeficiency (SCID) patient and four 
community members in rural Minnesota in 2005 (9), and a 
type 1 VDPV was isolated from one patient and six contacts 
in Myanmar in 2006. Other aVDPVs with genetic properties 
resembling those of cVDPVs were found in Peru in 1983, 
in Pakistan in 2000, and in Nigeria in 2002 and 2006 (2). 
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TABLE 2. Selected characteristics of persons excreting immunodeficiency-associated vaccine-derived polioviruses (iVDPVs) — 


worldwide, 1962-2006 





Year 


Location detected 


Immunodeficiency 


Paralysis Serotype 


Estimated 
interval 
between 
last oral 

polio vaccine 

(OPV) dose 

and detection 
of iVDPV 
infection (yrs)* 


Maximum 
% VP1 
divergence 
from 
Sabin 
strain 


Estimated 
duration 
of virus 

excretion 


Outcome (yrs) 





United Kingdom 
United Kingdom 
Japan 

United States 
United States 
United States 
United States! 


1962 
1962 
1977 
1980 
1981 
1986 
1986 
1992 
1987 
1989 
1990 
1990 
1991 
1995 
1995 
1995 
1998 
2000 
2001 
2002 
2002 


United Kingdom 
United States 
Germany 
United States 
United States 
lran 

United Kingdom 
United States 
Argentina 
Germany 
Taiwan 

United Kingdom 
United Kingdom 


2002 
2002 


Kazakhstan 
Kuwait 


2003 
2003 
2005 
2005 
2005 
2005 
2005 
2006 


Peru 

Thailand 
China™ 

lrantt 
Morocco!t 
Syriatt 

United States! 
Tunisiatt 


Hypogammaglobulinemia 

Hypogammaglobulinemia 

X-linked agammaglobulinemia 

Agammaglobulinemia 

Common variable immunodeficiency 

X-linked agammaglobulinemia 

Common variable immunodeficiency 

Common variable immunodeficiency 

Agammaglobulinemia 

Common variable immunodeficiency 

Severe combined immunodeficiency 

Common variable immunodeficiency 

Antibody deficiency 

Common variable immunodeficiency 

Severe combined immunodeficiency 

X-linked agammaglobulinemia 

Antibody deficiency 

Common variable immunodeficiency 

Common variable immunodeficiency 
Immunodeficiency-centromeric 
instability-facial abnormalities syndrome 

Hypogammaglobulinemia 

Major histocompatibility complex class II 
molecule deficiency 

Agammaglobulinemia 

Hypogammaglobulinemia 

X-linked agammaglobulinemia 

Common variable immunodeficiency 

Severe combined immunodeficiency 
Hypogammaglobulinemia Yes 

Severe combined immunodeficiency No 
Severe combined immunodeficiency No 


Unknown 
2.3 
Unknown 
Unknown 
10.0 
2.0 
5.4 


Died 
Died 1.8 
Died 3.4 
Died 18 

Died 7.6 
Survived 0.4 
Survived 9.6 


2.7 


1 
3 

2 

2 

1 

2 

1 

2 

2 4.1 4 
1 1.1 0.3 
1 

2 

2 

2 

2 

2 

1 

1 

1 

2 


3.6 
Unknown 
9.5 


Survived 
NA** 
Survived 
Died 0.8 
Survived 0.6 
Died 1.5 
Survived 20 
Died 3 
Survived 

Survived 

Survived 

Survived 


8.3 4 

1.9 0.5 

1.4 0.4 

2.2 Unimmunized 
12.9 15.7 

2.1 0.3 

2.8 Unimmunized 
3.5 NA 

3.5 1.6 

3.3 NA 


25 
2.3 


NA 
NA 


Survived 
Died 


2.0 0.9 
1.2 0.6 
2.2 0.3 
2.7 0.6 
1.4 0.7 
25 1 
Ve <0.1 
2.3 Unimmunized 
2.0 NA 


Died 
Survived 
NA 


0.4 
<1.0 
<0.5 
NA NA 
Died 0.7 
Died 1 
Survived <0.1 
Survived <0.598 
Survived 0.1 


mM 
+ 
— MMM WN ND MY 


NM 





* Several estimates are approximate because of no follow-up sampling, long sampling intervals, or uncertain date of associated OPV exposure. Because 
criteria for estimates varied in different studies, certain estimates were rounded off to the nearest integer 

' Immunodeficient children were administered OPV, and virus excretion was monitored 

3 Neural isolate obtained at autopsy, approximately 4.3 years after last OPV dose 

‘| Two different iVDPVs were isolated from the same patient (a type 1 in 1986 and a type 2 in 1992) 


** Information not available 


TT New cases reported since publication of previous report (2) 
88 Excretion stopped after bone marrow transplant 


Risk Factors for VDPV Emergence 


he key factors favoring cVDPV emergence and spread are 


the same as for WPV circulation: low OPV coverage, poor 


sanitation, high population densities, and (usually) tropical 


conditions. In all but 


the remaining polio-endemic areas, 


immunity to polio is no longer acquired from natural infec- 


tion; immunization is the only current means to prevent the 


spread of emerging VDPVs or imported WPVs (3). 


Although OPV is not recommended for immunodeficient 
patients, it is often inadvertently administered because cer- 


tain primary immunodeficiencies (e.g., common variable 


immunodeficiency [CVID]) develop later in life. Certain per- 
sons with CVID who excrete iVDPVs had onset of polio sev- 
eral years after the implicated OPV dose was administered, 
and three have demonstrated no signs of paralysis. Survival of 


patients with primary immunodeficiencies can be extended 
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FIGURE. Locations of persons excreting immunodeficiency-associated vaccine- 
derived polioviruses (iVDPVs), 1962-2006, and polio outbreaks associated with 


circulating vaccine-derived polioviruses (CVDPVs), 1988-2006 


Editorial Note: VDPVs will continue 
to emerge as long as OPV is used. 


Intensified surveillance has indicated 








that cVDPVs can emerge repeatedly 
under conditions of low OPV coverage 
(e.g., Madagascar). VDPVs also can be 
found in developed countries with no 
paralytic cases (e.g., Estonia, Israel, and 
Slovakia) and can circulate in isolated 
pockets of unimmunized persons in 
countries with overall high rates of vac- 
cination coverage (e.g., China and the 
United States). Although iVDPVs can 
emerge in middle-income developing 
countries, cVDPVs have not been 
found in some areas of high biologic 


risk, such as in northern India, presum- 





ably because of the current high rates 





in upper- and middle-income countries by intravenous 
immunoglobulin therapy; however, for patients in low-income 
countries, such therapy often is too expensive and difficult to 


obtain (7). 


Global VDPV Surveillance 


Since the cVDPV outbreak in Haiti and the Dominican 
Republic in 2000-2001 (Figure, Table 1), all polioviruses iso- 
lated in the WHO Global Poliovirus Laboratory Network from 
patients with acute flaccid paralysis have been characterized 
by one molecular method, to identify polioviruses by their 
genetic properties (usually using the polymerase chain reac- 
tion), and one antigenic method, to detect antigenic differ- 
ences from the OPV strains (using either an enzyme-linked 
immunosorbent assay [ELISA] or panels of specific neutraliz- 
ing monoclonal antibodies) (/0). Isolates found to be geneti- 
cally related to an OPV strain but with antigenic differences 
are possible VDPVs. VP1 sequencing is routinely performed 
on all possible VDPV and WPV isolates. Approximately 
12,000 isolates from all WHO regions have been routinely 
screened for VDPVs since 2001 (/0). Temporal or geographic 
clustering of vaccine-related isolates of the same serotype has 
prompted the detection and investigation of cVDPV outbreaks 
in eight countries (Table 1). 

WHO Global Poliovirus Laboratory Network. 
and Biologicals Dept, WHO, Geneva, 
itzerland. Div of Viral Diseases 


Re — by: 


“ation, Vaccine 
and Global Immunization Div, 


National Center for Immunization and Respiratory Diseases proposed 4 


of OPV cov erage. 

Occurrences of VDPVs, including cVDPV-related out- 
breaks, are rare events, and all recent outbreaks of cVDPVs 
have been rapidly interrupted using OPV campaigns. The 
recent increase in the detection of VDPVs is probably prima- 
rily attributable to intensified surveillance and improved labo- 
ratory methods. Enhanced surveillance for VDPVs has allowed 
for better understanding of the risks associated with the dif- 
ferent types of VDPVs. Areas with continued use of OPV but 
lacking optimal coverage (e.g., Indonesia in 2005) are at 
increased risk for cVDPV emergence. The importance of 
detecting aVDPVs with limited VP1 divergence is not clear; 
the presence of aVDPVs in certain settings might not have 
any public health consequences, whereas aVDPVs found else- 
where might signal conditions favoring the emergence of a 
cVDPV. 

Under certain circumstances, OPV viruses regain both 
neurovirulence and the capacity to circulate and cause out- 
breaks and therefore are of concern to the PEI. After global 
eradication of WPVs, the continued use of OPV would con- 
tinually generate cVDPVs and could eventually pose a chal- 
lenge to the goal of stopping all poliovirus infections in the 
human population. The increasing risk of CVDPV emergence 
in countries with widening immunity gaps and the ongoing 
risks for vaccine-associated paralytic polio and iVDPVs have 
prompted an evaluation of the feasibility of orderly cessation 
of OPV use as soon as possible in the posteradication era (4) 
while population immunity and surveillance sensitivity are 
still high (6). 


of a comprehensive strategy to minimize the risks for VDPV 


Continued development and implementation 


emergence in the posteradication era presents a challenge to 


the PEI and to the public health and scientific communities. 
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West Nile Virus Activity — 
United States, 
January 1-October 10, 2006 
This report summarizes West Nile virus (WNYV) surveil- 
lance data reported to CDC through ArboNET as of 3 a.m. 
Mountain Daylight Time, October 10, 2006. A total of 


+1 states and the District of Columbia had reported 3,135 
cases of human WNV illness to CDC (Table, Figure). A total 
of 1,717 (55%) cases for which such data were available 
occurred in males; median age of patients was 50 years 
(range: 3 months—99 years). Dates of illness onset ranged from 
January 6 to September 25; a total of 97 cases were fatal. 

\ total of 260 presumptive West Nile viremic blood donors 
(PVDs) have been reported to ArboNET during 2006. Of 
these, 40 were reported from Nebraska; 27 from Texas; 24 
from Utah; 21 from Colorado; 15 from California; 14 from 
Louisiana; 11 each from North Dakota and South Dakota; 
10 each from Iowa and Wisconsin; nine each from Arizona, 
Mississippi, and Oklahoma; eight from Kansas; six from Idaho; 
five each from Minnesota and Virginia; four each from 
Kentucky and Missouri; three each from Illinois, Montana, 
and Nevada; two from Michigan; and one each from Arkan 


sas, Maryland, New York, Ohio, Oregon, Pennsylvania, and 


TABLE. Number of human cases of West Nile virus (WNV) 
illness, by state — United States, 2006* 


West Other Total 
Neuroinvasive Nile clinical/ reported 
State disease’ fever’ unspecified’ to CDC** Deaths 


5 
45 
26 

242 








Alabama é 

Arizona F 14 
Arkansas 5 
California 

Colorado 

Connecticut € 

District of Columbia 0 

Florida x 

Georgia 

Idaho 

Illinois 

Indiana 

lowa 

Kansas 

Kentucky 

Louisiana 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Mississippi 

Missouri 

Montana 

Nebraska 

Nevada 

New Jersey 

New Mexico 

New York 

North Dakota 

Ohio 

Oklahoma 

Oregon 

Pennsylvania 

South Dakota 

Tennessee 

Texas 

Utah 

Virginia ; 2 
Washington 2 
West Virginia 1 
Wisconsin 10 18 
Wyoming 14 36 11 61 
Total 1,121 1,895 119 3,135 


* As of October 10, 2006 

' Cases with neurologic manifestations (i.e., West Nile meningitis, West 
Nile encephalitis, and West Nile myelitis) 

3 Cases with no evidence of neuroinvasion 

‘I \lInesses for which sufficient clinical information was not provided 

** Total number of human cases of WNV illness reported to ArboNET by 
state and local health departments 


Oo 


ants 
ont 
O-00-WW0W 


— 


On OH BOHH300MDOHTCODOOONWODHOCOOCO0COW°OO = 
woonreo 


ooo = 


- 
oCoooMm-0 
COC RWOHWNOUNWANODOH=|-OCONDWW 


To) 
“m= 





Wyoming. Of the 260 PVDs, three persons (median age: 73 
years [range: 26-74 years]) subsequently had neuroinvasive 
illness, one person aged 41 years had other illness, and 54 
persons (median age: 46 years [range: 17-70 years]) had West 
Nile fever. 
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FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2006* 





@B Human WNV iliness 








Nonhuman WNV infection only 





* As of October 10, 2006 

In addition, 2,746 dead corvids and 636 other dead birds 
with WNV infection have been reported in 41 states and New 
York City during 2006. WNYV infections have been reported 
in horses in 34 states, in one squirrel in Kansas, and in two 
unidentified animal species in North Carolina and Wyoming. 
WNYV seroconversions have been reported in 682 sentinel 
chicken flocks in 12 states (Arizona, Arkansas, California, 
Florida, lowa, Montana, Nevada, North Carolina, North 
Dakota, Pennsylvania, Utah, and Virginia). A total of 10,157 
WNV-positive mosquito pools have been reported from 38 
states, the District of Columbia, and New York City. 

Additional information about national WNV activity is 
available from CDC at http://www.cdc.gov/ncidod/dvbid 


westnile/index.htm and at http://westnilemaps.usgs.gov. 





Botulism Associated with 
Commercial Carrot Juice — Georgia 
and Florida, September 2006 


On October 6, this report was posted as an MMWR Dispati hon 
the MMWR website (http://www.cdce.gov/mmwr). 

On September 8, 2006, the Georgia Division of Public 
Health (GDPH) and CDC were notified of three suspected 
cases of foodborne botulism in Washington County, Georgia. 


On September 25, the Florida Department of Health and 


CDC were notified of an additional suspected case in [ampa, 


Florida. This report describes the joint investigation and con- 


trol measures undertaken by state and local health depart- 
ments, CDC, and the Food and Drug Administration (FDA). 

On September 8, the three patients from Washington 
County, Georgia, went to a local hospital with cranial nerve 
palsies and progressive descending flaccid paralysis resulting 
in respiratory failure; the patients had shared meals on 
September 7. On the evening of September 8, physicians sus- 
pected foodborne botulism, notified the state health depart- 
ment, and collected clinical specimens for testing at CDC. 
On the same evening, CDC provided clinical consultation 
and dispatched botulinum antitoxin, which was administered 
to each of the patients the following morning. After receiving 
antitoxin, the patients had no progression of neurologic symp- 
toms, but they remain hospitalized and on ventilators. 

On September 9, the Washington County Health Depart- 
ment, Richmond County Health Department, and GDPH 
launched an investigation. The three patients had consumed 
several food items during their two meals together on 
September 7, including juice from a single 1-liter bottle of 
Bolthouse Farms carrot juice. The bottle had a “best if used 
by” date of September 18, 2006. Clinical specimens and left- 
over food and juice were collected and sent to CDC for test- 
ing. On September 13, botulinum toxin type A was identified 
in the serum and stool of all three patients. On September 15, 
leftover carrot juice recovered from the home of one of the 
patients also tested positive for botulinum toxin type A. 

During September 8-15, FDA, the Georgia Department 
of Agriculture, the Georgia Hospital Association, and public 
health officials in all 50 states were notified of the outbreak 
and the implicated product as information became available. 
After these notifications, no additional cases of botulism in 
Georgia were reported to the state and local health 
departments or to CDC. During this time, FDA launched 
an investigation of the Bolthouse Farms, Inc., manufacturing 
plant in Bakersfield, California. FDA and CDC tested other 
bottles of the implicated brand of carrot juice, including bottles 
from different lots, and all were negative for botulinum toxin. 
Because botulinum toxin was found only in the bottle of 
carrot juice consumed by the three patients, a lapse in refrig- 
eration of the carrot-juice bottle during transport or storage 
was suspected, which would have allowed for growth of 
Clostridium botulinum and subsequent production of botuli- 
num toxin. Based on the CDC test results, on September 17 
FDA issued a consumer advisory on the importance of keep- 
ing carrot juice refrigerated. However, information obtained 
from patient interviews regarding storage and transport of the 
carrot juice did not confirm mishandling by the patients. 

On September 25, officials at the Florida Department of 
Health, the Hillsborough County Health Department, and 
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CDC were notified that a patient had been hospitalized in 
Tampa, Florida, on September 16, with respiratory failure and 


descending paralysis. On September 28, botulinum toxin type 


A was identified in the patient's serum. Circulating toxin per- 
sisted more than 10 days after illness onset in this completely 
paralyzed patient, indicating ingestion of a massive toxin dose. 
Accordingly, the patient was treated with antitoxin, which 
prevents binding of circulating botulinum toxin to nerve end- 
ings. The patient remains hospitalized, paralyzed, and on a 
ventilator. The Hillsborough County Health Department col- 
lected an open, 450-milliliter bottle of Bolthouse Farms car- 
rot juice, which had been found by a family member in the 
hotel room where the patient had been staying during the 


month before being hospitalized. The hotel room had no 


refrigerator. The bottle, which had a “best if used by” date of 


September 19, 2006, had a different lot number than the bottle 
associated with the Georgia cases. On September 29, botuli- 
num toxin was identified in carrot juice from the bottle found 
in the patient's hotel room; the toxin was subsequently identi- 
fied as botulinum toxin type A. The Hillsborough County 
Health Department and CDC notified FDA, public health 
officials in all 50 states, and infection-control practitioners in 
Hillsborough County about the botulism case and implicated 
product. The manufacturer provided FDA with bottles of car- 
rot juice from the same lot as the bottle found in the patient's 
room. FDA tested juice from all of these bottles, and it was 
negative for botulinum toxin. 

C. botulinum spores are found in the environment and can 
be present naturally in carrot juice and other foods that have 
not undergone the retort canning process, which involves high 
temperatures and high pressure. Anaerobic conditions, low 
acidity (pH>4.6), low salt and sugar concentrations, and tem- 
peratures >39°F (>4°C) promote germination of C. botuli- 
num spores and botulinum toxin production. Carrot juice has 
low acidity, with a natural pH of approximately 6.0; there- 
fore, in the absence of another inhibitor, refrigeration at tem- 
peratures <40 F (<4 C) is necessary to prevent germination 
of C. botulinum spores and production of botulinum toxin. 
Inhibiting C. botulinum growth in other ways, such as through 
acidification, can retard its growth in juice that is not 
properly refrigerated. 

Acidification has been used as a solution to previous 
foodborne botulism outbreaks. In 1985, 36 patients in the 
United States and Canada were identified with botulism after 
eating at a restaurant in Vancouver, British Columbia. A case- 
control study implicated commercially produced, chopped 
garlic in soybean oil stored at room temperature as the source 
of the outbreak (/). In 1989, a second outbreak of botulism 


associated with chopped garlic in oil occurred when three 


patients in New York were identified with botulism after con- 
suming a meal containing unrefrigerated, commercially pro- 
duced, chopped garlic in virgin olive oil (2). After these 
outbreaks, FDA rules were altered to require that garlic-in-oil 
products contain an acidifying agent such as phosphoric or 
Citric acid. 

lhe carrot juice consumed by these four patients was manu- 
factured by Bolthouse Farms, Inc., and distributed in all 50 
states, Mexico, Canada, and Hong Kong with the labels 
“Bolthouse Farms 100% Carrot Juice,” “Earthbound Farm 
Organic Carrot Juice,” and “President's Choice Organics 100% 
Pure Carrot Juice.” Investigations of these cases by state and 
local health departments and investigations of the manufac- 
turer by FDA are ongoing. On September 29, GDPH and 
the Georgia Department of Agriculture recommended that 
Georgia residents not purchase or consume Bolthouse Farms 
carrot juice. The same day, the FDA warned consumers not 
to drink Bolthouse Farms carrot juice with “best if used by” 
dates of November 11, 2006 or earlier (i.e., all bottles 
produced before the date the warning was issued), and 
Bolthouse Farms issued a voluntary recall of these products. 
Additional information regarding the recall is available from 
the Bolthouse Farms website at http://www.bolthouse.com/ 
bolthouserecallFAQ.pdf or from FDA (telephone, 888-723- 
43066). 

Suspected botulism cases should be reported immediately 
to local or state public health officials, who then should call 
the 24-hour CDC Emergency Operations Center at 770-488-7 100; 
the center will immediately connect them with an on-call botu- 
lism specialist. Health-care providers and public health offi- 
cials are encouraged to inquire specifically about consumption 
of carrot juice as part of the food history of suspect botulism 
cases. Additional information on botulism is available at http:// 
www.cdc.gov/ncidod/dbmd/diseaseinfo/botulism_g.htm. 
Reported by: C Shuler, DVM, C Drenzek, DVM, S Lance, DVM, 
PhD, G Gonzalez, MD, | Miller, MSPH, M Tobin-D’Angelo, MD, 
] Gabel, DVM, C Burnett, MPH, Georgia Div of Public Health. 
D Atrubin, MPH, Florida Dept of Health. ] Sobel, MD, P Juliao, 
PhD, S Maslanka, PhD, Div of Foodborne, Bacterial, and Mycoti 
Diseases, National Center for Zoonotic, Vector-Borne, and Enteri 
Diseases; P Wiersma, MD, A Sheth, MD, EIS officers, CDC. 
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Notice to Readers 


Availability of Provisional AIDS and 
HIV/AIDS Data in MMWR Table IV 
and Pediatric HIV Surveillance Data 
in MMWR Table | 


CDC is upgrading the national HIV/AIDS surveillance data 
management system. Because of this transition, CDC will not 
update AIDS or HIV/AIDS surveillance data for display in 
quarterly MMWR Table IV for the last two quarters of 2006. 
In addition, CDC will not provide monthly updates of HIV 
infection data for persons aged <13 years in MMWR Table | 
for the remainder of this year. Explanatory footnotes will be 
included with Tables | and IV during the period when no 


updates are available. 


Erratum: Vol. 55, No. 35 


In the MMWR report, “Update: Delayed-Onset Pseudomo- 
nas fluorescens Bloodstream Infections After Exposure to Con- 
Michigan and South Dakota, 


2005-2006,” the last line of the first column on page 961 


taminated Heparin Flush 


should read, “The patients all had indwelling central venous 
catheters and received treatment during October 2004— 
February 2005 at clinics known to have used the contami 


nated flush. 


Erratum: Vol. 55, No. 39 
In the MMWR report, “Chi 


| 
Coverage — United States, 2004—05 Influenza Season,” on 


dhood Influenza Vaccination 


page 1061, an error occurred in the fifth sentence of the first 
paragraph. The sentence should read, “Others recommended 
to receive influenza vaccination include children aged 5-18 
years who have certain high-risk medical conditions, are on 
chronic aspirin therapy, or who are household contacts of per- 


sons at high risk for influenza complications (/).” 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Teens Aged 14—17 Years Who Used Indoor Tanning Devices 
During the Preceding 12 Months, by Sex and Age — 
United States, 2005* 


Percentage 


*Data are based on household interviews of a sample of the civilian 
noninstitutionalized population 


The World Health Organization recommends that no person aged <18 years use a tanning bed because of the 
associated increased risk for skin cancer. In addition, CDC recommends that school programs to prevent skin 


cancer advise students to avoid using sunlamps and tanning beds. Nonetheless, in 2005, 8.7% of teens aged 
14-17 years used indoor tanning devices. Girls aged 14-17 years were seven times more likely to use these 
devices than boys in the same age group. The use of indoor tanning devices increased with age from 14 to 17 
years 


SOURCES: National Health Interview Survey, 2005. Available at http://www.cdc.gov/nchs/nhis.htm. 


World Health Organization. The World Health Organization recommends that no person under 18 should use a 
sunbed. Available at http://www.who.int/mediacentre/news/notes/2005/np07/en/index.htm! 


CDC. Guidelines for school programs to prevent skin cancer. MMWR 2002;51(No. RR-4) 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, week 








ending October 7, 2006 (40th Week)* 
5-year 


Current Cum weekly 
Disease week 2006 average’ 


Total cases reported for previous years 


2005 2004 2003 2002 2001 States reporting cases during current week (No.) 








1), AL (1), WA (1) 





and 2005 are finalized 

- ve current week, and the t } the current week, for a total of 5 
hs/files/Syearweeklyaverage.pdf 

> Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector 


val Center for HIV/AIDS, Viral Hepatitis, STD, and TB Preventio 20Sed). Implementation of 
r ipdated monthly for the remainder of this year du ypgrading of the national HIV 
r HIV/AIDS are available in Table |V quarterly 
National Center for Immunization and Respiratory Diseases (proposed) 
za-associated pediatric mortality is not a notifiable 
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QuickGuide 


The Advisory Committee on Immunization Practices 
(ACIP) annually reviews the recommended Adult Immuniza- 
tion Schedule to ensure that the schedule reflects current rec- 
ommendations for the licensed vaccines. In June 2006, ACIP 
approved the Adult Immunization Schedule for October 
2006—September 2007. This schedule has also been approved 
by the American Academy of Family Physicians and the 


American College of Obstetricians and Gynecologists. 


Changes in the Schedule for 
October 2006-September 2007 


Che 2006-2007 schedule differs from the previous 
schedule as follows: 

¢ The broken red line has been deleted on the age-based 
schedule (Figure 1). Vaccination of persons with specific 
risk factors is now shown only with purple bars. 
Human papillomavirus (HPV) vaccine has been added 
to the age-based schedule, with a yellow bar indicating 
that the vaccine is recommended for women <26 years. 
Tetanus, diphtheria, and acellular pertussis (Tdap) 
vaccine has been added to the age-based schedule, with a 
hatched yellow bar indicating that Tdap is a one-time, 
|-dose recommendation for persons <64 years. 
The purple bar for varicella vaccine has been shortened 
in anticipation of the recommendation for the use of zoster 
vaccine in persons aged >60 years. 
\ new column has been added to the medical/other indi- 
cations schedule (Figure 2) to clarify indications for hepa- 
titis A and B vaccines. The indications “chronic liver 
disease” and “recipients of clotting factor concentrates” 
have been removed from the previous schedule’s third and 
fifth columns, respectively, and combined into a new col- 
umn. The column has a yellow bar for hepatitis A and B 
vaccines, clarifying that these vaccines are recommended 
for all persons with these medical indications. 
HPV vaccine has been added to the medical/other indi- 
cations schedule, with a yellow bar to indicate the vaccine 














is recommended for women aged <26 years with all 
indications except pregnancy. 
Tdap was added to the medical/other indications sched- 
ule, with a hatched yellow bar to indicate that Tdap is a 
one-time, 1-dose recommendation for all indications 
except pregnancy. 
The tetanus and diphtheria footnote (#1) has been 
reworded to reflect ACIP recommendations for use of Tdap. 
A footnote (#2) has been added to reflect ACIP recommen- 
dations for HPV vaccination for all women aged <26 years. 
The measles, mumps, and rubella (MMR) footnote (#3) 
has been reworded to reflect ACIP recommendations to 
administer a second dose of mumps vaccine to adults in 
certain age groups and with certain risk factors. 
The varicella footnote (#4) has been reworded in accor- 
dance with ACIP recommendations for administering a 
routine second dose for all adults without evidence of 
immunity. The footnote also has been revised to reflect 
the new definition of immunity to varicella. 
Che influenza footnote (#5) has been revised to reflect 
recent ACIP recommendations to vaccinate close contacts 
of children aged 0-59 months rather than 0-23 months (/). 
The hepatitis B footnote (#9) has been revised to reflect 
recommendations to vaccinate any adult seeking protec- 
tion from hepatitis B virus infection and vaccinate adults 
in specific settings (e.g., sexually transmitted disease clinics) (2). 
The Adult Immunization Schedule is available in English 
and Spanish at hettp://www.cdc.gov/nip/recs/adult- 
schedule.htm. General information about adult vaccinations, 
including recommendations concerning vaccination of per- 
son with HIV and other immunosuppressive conditions, is 
available from state and local health departments and at http:// 
www.cdc.gov/nip. Vaccine information statements are avail- 
able at http://www.cdc.gov/nip/publications/vis. ACIP state- 
ments for each recommended vaccine and provisional vaccine 
recommendations can be viewed, downloaded, and printed at 
http://www.cdc.gov/nip/publications/acip-list.htm. Instruc- 
tions for reporting adverse events to the Vaccine Adverse Event 
Reporting System are available at http://www.vaers.hhs.gov 
or by telephone, 800-822-7967. 
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Recommended adult immunization schedule, by vaccine and age group United § 


Age group (yrs) 
50-64 


2 doses (0, 4—-8 wks) 

1 dose annually 
6—12 mos, or 0, 6 

4—6 mos) 


iore aoses 


Approved by the Advisory Committee on Immunization Practices 


if Obstetricians and Gynecologists, and the American Academy 


in papillomavirus (HPV) vaccination 
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18 mos 
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5. Influenza vaccination. Medi Idications ronic di of the ist of countries is available at http://www.cdc.gov/travel/diseases.htm) 
rd i r or pulmonary ter cluding a; chronic and any person who would like to obtain immunity. Current vaccines 
should be administered in a 2-dose schedule at either 0 and 6-12 
months, or 0 and 6-18 months. If the combined hepatitis A and hepatitis 

B vaccine is used, administer 3 doses at 0, 1, and 6 months 
9. Hepatitis B vaccination. Medical indications: persons with end- 
stage renal disease, including patients receiving hemodialysis; persons 
seeking evaluation or treatment for a sexually transmitted disease (STD) 
persons with HIV infection; persons with chronic liver disease; and 
rsons who receive clotting factor concentrates. Occupationa 
ns: health-care workers ar ublic-safety workers who are 
sed to blood or other potentially infectious body fluids. Behavioral 
1S: sexually active persons O are not in a long-term, mutually 
monogamous relationship (i.e., persons w >1 sex partner during the 
; 6 months); current or recen ction-drug users; and men 
have sex with men. Other indications: household contacts and sex 
of persons with chronic hepatitis B virus (HBV) infection; clients 
members of institutions for per with developmental 
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all clients of STD clinics; international travelers to countries 

r intermediate prevalen HBV infection (a list of 

; available at htt www.cdc.gov/travel/diseases.htm); and 

seeking protection fror V infection. Settings where hepatitis 

ersor t eceive the B vaccination is recommended for all adults: STD treatment facilities 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending October 7, 2006, and October 8, 2005 
(40th Week)* 





Chiamydia' Coccidioidomycosis Cryptosporidiosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 


United States 10,833 18,961 35,170 72 736,812 14 1,643 6,216 3,222 111 69 59 3,594 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* incidence data for reporting year 2006 is provisional 

Chlamydia refers to genital infections caused by Chlamydia trachomatis 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifi 


(40th Week)* 


able diseases, United States, weeks ending October 7, 2006, and October 8, 2005 





Reporting area 


Giardiasis Gonorrhea 


Haemophilus influenzae, invasive 


All ages, all serotypes 
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sum: Cumulative year-to-date counts 


Surveillance System (NEDSS) 


Med: Median 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 7, 2006, and October 8, 2005 
(40th Week)* 





Hepatitis (viral, acute), by type 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting year 2006 is provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 7, 2006, and October 8, 2005 
(40th Week)* 





Lyme disease Malaria 
Previous Previous 
Current 52 weeks Current 52 weeks Cum 
Reporting area week Med Max week Med Max 2005 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 7, 2006, and October 8, 2005 
(40th Week)* 





Meningococcal disease, invasive 
All serogroups Serogroup unknown Pertussis 


Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting year 2006 is provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 7, 2006, and October 8, 2005 
(40th Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 
United States 3 109 173 4.654 4,807 3 37 5 1,349 640 809 2,291 30,471 
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Med: Median 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 7, 2006, and October 8, 2005 
(40th Week)* 





Shiga toxin-producing E. coli (STEC)' Shigellosis Streptococcal disease, invasive, group A 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
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C.N.M.1.: Commonwealth of Northern Mariana Isiands 

U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting year 2006 is provisional 

' Includes E. coli 0157:H7; Shiga toxin positive, serogroup non-0157; and Shiga toxin positive, not serogrouped 

> Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 7, 2006, and October 8, 2005 
(40th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous Previous Previous 
Current 52 weeks Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max week Med Max 2006 2005 week Med Max 2006 
United States 8 ) 33¢ 76 y 79 17 334 
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f Northern Mariana Islands 
rted cases N: Not notifiat 1: Cumulative year-to-date counts Med: Median 
2006 is provisional 


e National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 7, 2006, and October 8, 2005 
(40th Week)* 





West Nile virus disease’ 
Neuroinvasive Non-neuroinvasive 
Previous Previous 


Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 


United States 161 1,119 1,246 1,895 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting year 2006 is provisional 


Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (proposed) (ArboNET 
. Surveillance) 


> Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 








1112 MMWR October 13, 2006 





TABLE lil. Deaths in 122 U.S. cities.“ week ending October 7, 2006 (40th Week) 
All causes, by age (years) 





All causes, by age (years) 


All | | | | | Pat All | | | | | 
Reporting Area Ages >65 45-64 | 25-44 1-24 | <1 | Total Reporting Area Ages >65 45-64 | 25-44 | 1-24 <1 
New England 51¢ 358 118 25 14 S. Atlantic 988 612 245 
Boston, MA 1 79 / ’ 8 3 ¢ Atlanta, GA 63 ) 
t, CT 3 1 1 Baltimore, MD 116 

Charlotte, NC 119 
Jacksonville, FL 114 
Miami, FL 97 
Norfolk, VA 51 
Richmond, VA 
Savannah, GA 

Petersburg, FL 
Tampa, FL 
Washington, D.C 
Wilmington, DE 


E.S. Central 
Birmingham, AL 
Chattanooga, TN 
Knoxville, TN 
Lexington, KY 
Memphis, TN 
Mobile, AL 
gomery, AL 
Wille, TN 


W.S. Central 
Austin, TX 
Baton Rouge, LA 
rpus Christi, TX 
TX 
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2ported by the place of its 


e available in 4 to 6 weeks 








Vol. 55 / No. 40 MMWR 





TABLE IV. Provisional cases of selected notifiable diseases,* United 
States, quarter ending September 30, 2006 (39th Week) 
Tuberculosis 


Previous 
Current 4 quarters 
Reporting area quarter Min Max 


United States 2,384 3,589 











New England 60 167 
Connecticut 35 
Maine a 
Massachusetts 113 
New Hampshire 5 
Rhode Island 12 
Vermont 3 


Mid. Atlantic 605 
New Jersey 137 
New York (Upstate) 110 
New York City 269 
Pennsylvania 102 
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C.N.M.|.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases N: Not notifiable 
Cum: Cumulative year-to-date counts Min: Minimum Max: Maximum 

* AIDS and HIV/AIDS data are not updated for this quarter because of upgrading 
of the national HIV/AIDS surveillance data management system 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals October 7, 2006, with historical data 


DECREASE INCREASE 


2 


Ratio (Log scale)* 


totals (from previous, comparable, and subsequent 4-week 


d area begins is based on the mean and two standard 
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